Dear Dr Curran,
We have seen an 18-year-old patient with complaint of right leg pain upon walking long distances present for several years. She reported having a right Achilles tendon release at age 10, then wearing an ankle-foot orthosis starting at age 11 for a year until she outgrew it. The patient walked in a slightly crouched position, equinovarus at the right ankle, with right foot steppage and decreased heel-to-toe strike (written informed consent was obtained from the patient). Bilateral lower extremity sensation, reflexes, (passive) range of motion, tone, and strength (including right ankle plantar and dorsiflexion and inversion) were normal except for greatly decreased ankle eversion strength on the right. Examination was also significant for the fact that the patient was only 4′2″ tall. She had normal speech, cognition, and no dysmorphia, and was normally proportioned. We thought that the patient's equinovarus could be controlled with a right foot orthotic higher than a heel cup but less proximal than a supramalleolar orthotic. This orthotic was fabricated and dispensed. Wearing the orthotic, the patient walked with a significantly normalized gait. At follow-up, the patient reported that she could walk long distances without pain. Fourteen months later, the patient returned noting that pain upon walking had returned. Examination showed increased equinovarus and substantial weight bearing on the lateral border of her right foot. A short ankle-foot orthosis -5″ inches below the fibular head -was fabricated to control the equinovarus without changing the patient's gait pattern. On follow-up, the patient found that this orthosis mostly alleviated pain upon walking. There was some complaint of pain on the lateral malleolus due to the equinovarus position of this foot. The orthotic was modified by repositioning the strap that went over the forefoot. This was moved proximally to increase the corrective force to further correct the equinovarus. Upon follow-up, after this correction, the patient reported no pain with walking even long distances.
Our patient has proportionate, nondysmorphic dwarfism. Proportionate dwarfism is exceedingly rare, while nonproportionate dwarfism such as achondroplasia is a thousand or more times more common. 1 In most cases of proportionate dwarfism, 2 there is dysmorphia or deficits in cognition or intelligence, but there were none of these in our patient. The patient's parents and other relatives have normal stature. Our patient could be what is known as a Laron dwarf -dwarfing due to homozygous mutations in the growth hormone receptor or its pathways, but genetic testing would be needed to confirm this. Besides stature and leg pain that was completely alleviated by minimal orthoses to correct right ankle eversion weakness and equinovarus, our patient had completely normal appearance, intelligence, speech, and cognition. As this proportionate and otherwise normal (nondysmorphic) dwarfism appeared in just a single generation, it may have relevance for understanding human fossils found in 1994 3 dating to ~18,000 years ago of humans with stature of about 3′6″.
